Introduction
When a patient enters hospital he simultaneously leaves his community and social system; his inner conflicts and behavioural malfunctioning necessitate separation from his environment. Subsequently he is placed in a ward which is called a therapeutic environment -a new community which is defined as 'milieu'.
If there were no expectations (2) in the organization of a 'therapeutic milieu' similar to that of the social system surrounding the individual, the patient's return to his own community would be jeopardized, and his inner conflicts might generate excessive regression and dependency. Stainbrook (16) makes a close analogy between the 'hospitalized social system' (with its organization) and that of society and culture.
The importance and effectiveness of a therapeutic community have long been recognized (12, 13, 16) . A therapeutic milieu for adult patients is aimed at the prevention of regression, emotional disorganization, withdrawal and overall 'disculturation' (1) . A milieu must reflect ". . . a microcosm of the total society" (10) with its stressful arrangements but, as Cumming suggests, the milieu must also reflect to the patient his behaviour and inadequacies without rejection.
Despite the still existent and outmoded, neglectful practice of placing adolescent patients in an adult ward, the separation of these patients into a unit of their own with a completely unique structure is now becoming a classic and humanistic approach (6, 9, 11, 15) . Placement of an adolescent who developsconflicts with adults and with adult communities into another adult environment with disturbed and disorganized adult patients is disastrous and regressive. A tragic * 17 (1972) double standard has frequently forced the staff in many adult wards to either reject these so-called 'juvenile delinquents' or to end this practice (6) . A therapeutic milieu for adolescents requires different principles and objectives to meet the needs of emotionally disturbed adolescents (8) . A milieu consists of four separate components: 1) Adolescent patients with their heterogenous behavioural pattern and cultural backgrounds. 2) Adult staff with their heterogenous personality characteristics. 3) Physical organization of the ward. 4) Therapeutic goals and prearranged expectations of the milieu.
To focus only on the control of the behavioural disorganization of adolescents often becomes a losing battle between the staff and young patients. In many institutions the aggressive and destructive behaviour and denial of organization by the young patients have generated a frustrated, permissive atmosphere or an unnecessary retaliatory controlling environment. According to Treffert (18) this occurs when ", . . the bottomless acceptance and the bottomless understanding," and ". . . the rescue fantasies" of some staff members satisfy the masochistic needs of the child for ". . . promised acceptance but fulfilled rejection." In this kind of arrangement where the milieu is solely controlled by adolescents further institutionalized delinquency will dominate the therapeutic environment. As this occurs frequently, the frustrated and 'demoralized' staff, who live and transact with the patients for the other twenty-three hours of their daily life, look to the patient's therapist for answers. The answer cannot be 'wait' until the resolution of conflicts. A milieu affiicted by a motivational staff will substitute for the anatomy of parental attitudes. With such parental attitudes the patient is fully equipped to survive, using his earlier pathological adaptive behaviour.
Descdptlon of the Program and the Objectives

The Program
In this paper a retrospective clinical evaluation of the development of a new therapeutic milieu is made. The program consisted of two units for fifty hospitalized adolescents (thirty boys and twenty girls) in Fairlawn Center, Pontiac State Hospital. For the past two years new objectives have been introduced to the organization of the already existing program. In view of continuous disorganization and mounting destructive behaviour which led to a frustrated permissiveness, a new concept and new approaches were adopted to reorganize the therapeutic milieu; this was necessary in order to win the distrustful adolescents from their aggressive interpersonal relationship. Borrowed from clinical experiences in dealing with adolescent patients, who often deny the presence of inner conflicts, this concept is called 'Introduction of Normality as Average' versus 'Denial of Conflicts.'
Denial of Confticts versus Normality as Average
Those who deal with adolescents are familiar with the massive denial mechanism they use to avoid therapeutic assistance from adults. These denial responses take the following forms: 1) Denial of admittance to therapy or hospitalization. 2) Refusal (or denial) to accept the presence of inner conflicts. 3 ) Avoidance of dependency on adults and adult standards. 4) Lack of trust in interpersonal relationship with adults. Offer and Sabshin (14) have introduced four perspectives of normality: 'normality as health', 'normality as utopia', 'normality as average' and 'normality as process'. In normality as average the statistical distribution of a normal population on the basis of their behavioural adjustment places them in the midsection of a bell-shaped curve ( Fig.  I-A) . Thus the patient's maladaptive behaviour places him at the extreme ends of the curve. When he is admitted the eventual goal of treatment is to replace him in the range of the average population. A clinical evaluation and statistical distribution of normality among the hospitalized adolescents categorize them as a heterogenous group. Random sampling distributions of a hospitalized population on a monthly basis were obtained. The criteria chosen to measure 'normality' are the subjective and objective clinical estimates of the patient's improvement status, his behavioural adjustment and the length of hospitalization.
Each sampling of the hospitalized population was divided into four groups on the basis of the length of hospitalization, and into three groups regarding the improvement status. Among forty-eight patients, six were hospitalized between 1-3 months, ten within 3-6 months, thirteen within 6-9 months, and fifteen within 9-12 months. The clinical evaluation of the improvement status classified them as twenty-three cases in improvement level, fourteen cases partially improved and seven with minimal or no improvement -see Table I . A comparative study of the improvement status with length of hospitalization was made; twenty-seven patients who showed improvement had been hospitalized for between 6-12 months and ten for 1-6 months. The majority of unimproved cases had less COMPARISON OF STATISTICAL DISTRIBUTION OF "NORMALITY AS AVERAGE" BEHAVIOR AMONG NORMAL POPULATION AND THE POPULATION OF HOSPITALIZED ADOLESCENTS
Figure 1
Comparison of statistical distribution of "normality as average" behaviour among normal population nd the population of hospitlized adolescents. than 6 months hospitalization. There was a significant correlation between length of hospitalization and behavioural adjustment of these youngster; X~= 8.53 P<O.Ol. -see Table II .
In comparing these frequency distributions with those of normality as average perspective, the hospitalized group represented improvement (normality) in a skewed curve -see Fig. 1 
Such a distribution indicates that the newly admitted adolescents remain distant from normality, while the majority of the patient population exhibits behavioural adjustment within the scope of normality as average. It can be speculated that normality as an 'average' level of adjustment prevails in a therapeutic milieu. To summarize, normality as the average expectation was introduced as the principle governing the therapeutic milieu for the following objectives: 1) 'Normality as average' expectations to challenge denial of conflicts. 2) 'Normality as average' expectations protects the already prevailing normalized atmosphere of the therapeutic milieu. 3) 'Normality as average' expectations in the milieu reinforces the process of developmental socialization among the adolescents.
Description of Therapeutic Milieu
I Adolescents and the Expectations
The subculture of young patients outside the hospital consists of an auxiliary community of adults. In this subculture the adolescents strive for autonomy, security Upon admission the adolescent and his parents are introduced to the program by the nursing staff and by the assigned therapist; the staff reads and reviews the policies and expectations of the program to the patient and his parents. Through these expectations, structure with behavioural organization, performance and security within reasonable scope are emphasized. From his peers and by exposure, the patient soon becomes aware of the detailed aspects of the new culture. The different steps of flexible limit-settings and controls are introduced as a prearranged consequence in confrontation with aggressive-destructive behaviour. Several aspects of freedom with privileges are presented in response to adequate performance, responsibility and reasonable conflictfree behaviour. Within two weeks of admission and after a preliminary evaluation the patient will be exposed to all aspects of the program according to his ability; after four weeks of complete study of the case an admission conference is held and the final goals of treatment are explained to the child and to his parents.
These hospitalized adolescents represented a heterogenous and diagnostically mixed population. Eighty-seven patients have been admitted for the past two years. Their diagnostic mixture shows schizophrenics (25-30%), characterological disturbance (50-60%), organicity and retardation (10-25 % ). The mean of admission ages for the two years were )(1 = 15.54 years and )(2 = 14.9 years. The two populations revealed a mean academic deficiency, Y1 = 3.75 years, and Y. = 3.04 years. Fifty-three out of eightyseven adolescents admitted had scored an IQ equal to average or above average; seven of the total were retarded. Mean numbers of previous hospitalizations were )(1 = 2.63 and )(2 = 2.7 for the two years population. 
II Physical Organization
The heterogenous group of adolescents in different levels of behavioural adaptation must in the therapeutic milieu be exposed to a flexible and changeable living environment. Such an environment should allow sufficient mobility to permit an ultimate move to freedom.
In multi-level physical arrangements in one ward (for a diagnostically mixed population of adolescents) the patient experiences different living conflicts or comfort. Multi-level physical arrangements are struc- tural divisions within one ward such as south or north ends, dorms or single rooms, a group day area and a privileged day room. In this environment the patients, despite the denial of conflicts, develop behavioural and interpersonal conflicts with peers, adults or the program and eventually with themselves; this requires periodic shifting from one section to another. In a therapeutic milieu the patients' status in different levels of behavioural adjustment must be recognized; and, as a continuous mode of living practice they should be led to identify with established levels of the program.
III Staff
The newly admitted patient is assigned to a therapist who will be the sole planner for this therapeutic life in the hospital. Eclectic psychotherapy is the most significant part of hospitalization for the adolescent; however, without a structured milieu, psychotherapy alone cannot be effective. A therapist must deal with the patient's maladaptive behaviour and with his inner conflicts. It is complex and frustrating to ignore the behaviour and wait for the inner conflict to be resolved, and this approach becomes more futile since the patient introduces 'denial of conflict' by projection. The most dedicated therapist cannot spend more than one hour daily with his patient; the other twenty-three hours of the patient's life are spent in the environment with the whole staff ( Figure 2) .
The functions and the role of the staff, as representative and protective of normality and the standards of the therapeutic milieu, are to provide a balance between the behavioural adjustment of the youngster and his psychotherapeutic commitment. Immediate management of behaviour by the staff is a vitalizing factor for the stability of the milieu. The patient must see the staff as a team supporting his therapist and also see his therapist co-operating with others. Every staff member is given equal authority to make decisions. For the staff member to be in this position, he must be able to communicate consistently with others.
Immediate confrontation and the challenging of behaviour will reinforce therapeutic 'resocialization'. The aggressive interpersonal relationship must be substituted by an anxious interpersonal encounter in the adolescents. The outgrowth of such an interpersonal relationship in an adolescent patient is hindered by aggressive avoidance of adults, which is a result of his parental CANADIAN PSYCHIATRIC ASSOCIATION JOURNAL Vol. 17, SS-II attitudes. Through confrontation and repetition compulsion, a process of substitution must take place in lieu of the aggressiveinterpersonal relationship which occurs with the 'denial of conflicts'.
IV StafJ-Patient-StafJ Communication
A cohesive and non-rival group of staff seldom create pathological parental attitudes. However, with consistent limit-settings the patient continues his hostile or anxious interpersonal interaction with the staff, based on his previous adaptive behaviour with his parents. In dealing with this behaviour the application of appropriate limit-settings must include communication and verbal confrontation.
In a therapeutic milieu the staff-patient communication for the other twenty-three hours of the patient's daily life should take place within the context of the adolescent's cognitive capacity and his cognitive process thinking. According to Arieti (3) such a cognitive capacity is in "... highest prominence during adolescence." Arieti (4, 5) further emphasizes that during adolescence comes the development of 'a tertiary cognitive process thinking' to reinforce 'creativity'. This type of communicative approach, clinically proven to nurture the adolescent's capacity for better judgment, combined with the adolescent in confrontation with his negative behaviour and with normality as average expectations, the communication should be interpretive, as in psychotherapy. The difference here is that the interpretation must focus more on the present and immediate aspect of the behaviour and with immediate consequences. There must be a non-moralistic confrontation on the part of the staff to expose the patient to his inability to exist with 'normality as average' expectations without conflicts. Challenging adolescent patients in a cognitive approach, reinforces two major developmental characteristics: firstly, reinforcement of a 'syntaxic' logical mode of judgment in his interaction with an adult; this type of communication, according to Sullivan (17) , expands with highest prominences in adolescence; secondly, establish-ment of trust between the patient and staff; the expectations of the staff reflect their belief in the patient's ability to perform in the periphery of normality as average. A syntaxic logical mode of communication on a cognitive approach must be the basis for patient-staff-patient interpersonal relatedness during the other twenty-three hours of his daily life; furthermore, this type of approach rejuvenates developmental socialization in the therapeutic milieu. A hospitalized youth is in need of developmental socialization; otherwise institutional disculturation will take place. With a cognitive approach and a 'syntaxic' mode of communication prevalent between the staff and the patient, the milieu will stimulate creativity and the performance of occupational and recreational tasks.
V Interdisciplinary and Intradisciplinary Communication
The effectiveness of a 'normality as average' standard introduced into the life of adolescents in the therapeutic milieu depends upon the consistency of the staff in preserving such expectations. There is no doubt that no therapeutic milieu for adolescents can be sterile and free from the aggressive conflicts of the patients, and there is no therapist who can claim to manage the youth's behaviour outside therapeutic hours. He must delegate his authority to others for immediate decision-making; when the patient, willingly or unwillingly, attempts to disrupt this hierarchy of authority system in the milieu the therapist must alert the staff to the patient's inner conflicts and to the nature of his adaptive behaviour. These adaptive defences frequently emerge in a circle to establish a substitution for parental attitudes in the milieu. These attitudes are known to take the forms of hostile-rejecting, hostile-controlling, overprotective indulgent attitudes and in the organized, effective home it takes the form of democratic acceptance of the child reinforcing autonomy (7) . A subjective and clinical evaluation of parental attitudes of the hospitalized adolescents is made. Table IV shows that a significant proportion of these patients came from a hostilerejecting or mixed, hostile-rejecting and overprotective indulgent environment; with the exception of schizophrenic patients who had almost all been exposed to an overprotective-indulgent parental attitude. The adolescent will project these attitudes to the staff; in order to prevent pathological parental attitudes becoming the anatomy of staff attitudes in the milieu, continuous communication is necessary.
In a morning conference, held three times a week, the therapist discusses the psychotherapeutic development and the progress of his patients. His report is compared with the progress of the youngster in school, his behavioural adjustment in the milieu and in the other areas of the program. A free expression of ideas takes place between the therapists and other staff. The individual therapist offers different methods of approaches to bring about a balance between the emotional attitude, behavioural performance and conceptual process thinking of the adolescent. Other communication conferences, such as therapist meetings, coordination conferences and patient-staff counsel meetings are held during the week for the purpose of intensifying communication among the staff and preserving the stability and consistency of the therapeutic milieu.
Conclusion and Results
a) Acceptance of Conflicts and Normality
With continuous living confrontation the adolescent who denies conflicts should be able to survive with the normality as average standard, but this is not always the case. The staff know that, regardless of the adolescent's denial of conflicts, the conflicts exist; subsequently in the therapeutic milieu conflicts re-emerge and start with the prearranged expectations of the milieu. This is not always a one-way street and since the adolescent population is very much heterogeneous in behavioural characteristics and because of a stereotype repetition of aggressive behaviour, one of the following may occur: 1) In confrontation with the 'denial of conflicts' normality as average is introduced. Normality will be accepted with compliances, yet with submissive-manipulative behaviour.
2) In continuous confrontation with the expectations of the milieu, 'denial of conflicts' may remain, while normality. is rejected with aggressiveness and oppositionalism, 3) Conflicts arise with consistent limit-settings and consistent reinforcement of normality as average expectations. The acceptance of conflicts may occur with the rejection of normality. As a result the aggressivedestructive behaviour of the adolescent must be continuously dealt with by limit-settings and control. 4) When 'normality as average' is accepted with recognition of conflicts the 'denial of conflict' will be substituted by depression, anxiety and dependent or periodic aggressive-interpersonal relationship with the staff -see Table V . The patient's recognized inner-conflicts are dealt with in a traditional eclectic psychotherapeutic approach. Other therapeutic methods, such as group psychotherapy, chemotherapy and weekly counsel meetings are also used.
b) Results
Thirty-four out of thirty-six (95%) of patients admitted in the first year and thirty-six out of fifty-one (70%) admitted during the second year have been discharged. Length of hospitalization for these groups was X, = 9.22 months and X. = 6.75 months respectively. Thirty-one patients were rated improved from the first group and thirty among the second-year population. The total academic gain during the hospitalization for the first-year population Table VI . A retrospective evaluation of the intensity and the nature of daily aggressive-destructive acting-out behaviour was made. As reported earlier (15) , a gradual and progressive reduction of major vandalism occurred during the past eighteen months. It is seen that by the reduction of the intensity and the frequency of severe aggressive-destructive behaviour, increased minor acting-out behaviour was substituted.
Summary
A retrospective clinical and statistical evaluation of the development of a 'therapeutic milieu' with a new concept is made. The effectiveness of this milieu for fifty hospitalized adolescents (thirty boys and twenty girls) in the Adolescent Service of Fairlawn Center is studied and reported. The new concept, defined as introduction of 'normality as average' standards and as prearranged expectations, have been incorporated into the structural and living system of the adolescent's life. This concept has been introduced as a principle governing the expectations of the therapeutic milieu.
It is suggested that 'normality as average' expectations in the therapeutic milieu protects the already prevailing normalized culture of the ward; furthermore, it challenges the adolescent who denies the presence of conflicts. More significantly, 'normality as average' expectation reinforces the process of developmental 'socialization' which is so necessary for hospitalized adolescents. Five important components required for the stability of a therapeutic milieu for adolescents are categorically discussed. Emphasis has been laid on the staff-patient-staff communication and intradisciplinary communication to prevent the pathological parental attitudes from becoming the anatomy of the attitudes of the staff. It is suggested that equally distributed authority be delegated to all staff dealing with adolescent behaviour in the milieu. The paper reviewed a two-year retrospective study of the conditions of all patients at discharge.
The effectiveness of a 'normality as average' expectations in the milieu has been correlated with a gradual and progressive decline in the frequency and the intensity of daily major vandalism. This paper focuses on the significance of the development of the cognitive process thinking in adolescence. The effect of this thinking of the adolescent and the cognitive approach in the milieu on the patient's syntaxic judgment is emphasized. Such a capability is viewed as being challenging to him, and is used as an avenue of communication to his behavioural confession and his emotional denial.
If I be a miserable child, born and nurtured in the same wretched place, and tempted, in these better times, to the Ragged School, what can a few hours' teaching that I get there do for me, against the noxious, constant, ever renewed lesson of my whole existence?
Charles Dickens 1812-1870
